Background: Suicide bereavement can have a lasting and devastating psychosocial impact on the bereaved individuals and communities. Many countries, such as Australia, have included postvention, i.e., concerted suicide bereavement support, in their suicide prevention policies. While little is known of the effectiveness of postvention, this review aimed to investigate what is known of the effects of postvention service delivery models and the components that may contribute to the effectiveness.
INTRODUCTION Rationale
Suicide is a major public and mental health problem in Australia. Over the last 10 years the country has witnessed a 33% increase of the annual number of suicides, from 2,341 in 2008 to 3,128 in 2017 (Australian Bureau of Statistics, 2018 . The age-standardized suicide rate (per 100,000 persons) increased from 10.9 in 2008, to 12.6 in 2017, which is higher than the global age-standardized suicide rate of 10.5/100,000 persons (Australian Bureau of Statistics, 2018; World Health Organization, 2018) . While the increasing suicide mortality has fueled calls for evidence-based suicide prevention, concern has also increased for the many bereaved family members, friends and community members (Department of Health, 2017) . Indeed, experiencing bereavement by suicide can be a major stressor, increasing the risks of social, physical, and mental health problems, and suicidal behavior in the bereaved individuals (Pitman et al., 2014; Andriessen et al., 2017a) . The impact of suicide on society can be far-reaching. Studies have shown that, on average, five immediate family members and up to 135 individuals can be exposed to the impact of an individual's suicide (Berman, 2011; Cerel et al., 2018) . A recent meta-analysis determined that approximately one in 20 people (4.3%) are impacted by a suicide in any 1 year, and one in five (21.8%) during their lifetime (Andriessen et al., 2017b) .
Grief is the natural reaction to the loss of a close person such as a family member or a friend (Stroebe et al., 2008) . As with grief due to other causes, grief after suicide can include diverse psychological, physical, and behavioral responses to the death (Andriessen et al., 2017a) . Feelings of sadness, yearning, guilt and anger, and physical reactions such as crying, are common grief reactions (Stroebe et al., 2008) . People exposed to a suicide death can be affected to varying degrees. Those who were psychologically close to the person who has died are likely to be more strongly affected than those whose relationships were more distant. Cerel et al. (2014) proposed a theoretical continuum of suicide survivorship ranging from those who are merely exposed to a suicide without experiencing an impact on their life, to those who feel affected or distressed, to those who experience intense short or long-term grief reactions.
The course and duration of the grief process after a suicide death seem similar to grief processes after other causes (Sveen and Walby, 2008; Jordan and McIntosh, 2011) . However, people bereaved by suicide may experience more shock or trauma related to the unexpected or violent nature of the death, and more feelings of abandonment, rejection, shame, and struggles with meaning-making and "why"-questions. They may also experience less social support compared to other forms of bereavement, which may be due both to limited help-seeking or sharing by the bereaved individuals and the inability of the social network to support them (Andriessen et al., 2017a; Pitman et al., 2017) .
Suicide bereavement is a risk factor for complicated or prolonged grief (Mitchell et al., 2004) . This is expressed through persisting characteristics of acute grief, such as intense longing and ruminative thoughts about the deceased, avoidance of situations related to the loss, and difficulty finding meaning in life (Zisook et al., 2014; Malgaroli et al., 2018; Mauro et al., 2019) . Compared with the general population, people bereaved by suicide have a two-to three-fold risk of suicidal behavior, and psychiatric problems, such as depression, anxiety, posttraumatic stress disorder, and substance abuse (De Groot and Kollen, 2013) . Having a personal or family history of mental health and/or suicidal behavior increases the risks of these problems (Pitman et al., 2014; Erlangsen and Pitman, 2017) . People bereaved by suicide are also susceptible to physical illnesses, possibly due to the levels of stress or an unhealthy lifestyle (e.g., poor diet, smoking) (Erlangsen and Pitman, 2017; Spillane et al., 2018) .
Recent research has also started to shed light on the phenomenon of personal (or posttraumatic) growth in suicide bereavement (Levi-Belz et al., under review) . This has been defined as the positive psychological changes experienced by an individual as the result of inner struggles after a traumatic experience (Tedeschi et al., 2018) . While the research into positive personal transformations in the context of suicide bereavement is still new, it reveals that the aftermath of suicide is not always simply deleterious, and personal growth is possible.
In summary, loss by suicide can have serious and lasting psychosocial effects on the bereaved individuals and communities. Their needs are complex and variegated, necessitating a concerted provision of support.
Policy Response
The Commonwealth and the state/territory suicide prevention policies and documents in Australia recognize the importance of postvention in the overall suicide prevention efforts and the involvement of the bereaved in shaping these actions. According to the Fifth National Mental Health and Suicide Prevention Plan (Department of Health, 2017), suicide prevention efforts call for a broad approach involving a range of sectors, and targeting various settings, populations, and risk groups. Postvention, i.e., an improved response to and caring for people affected by suicide, is an element of a systems-based approach informing the Fifth Plan (Department of Health, 2017), originally based on the World Health Organization's seminal Preventing suicide: A global imperative report (World Health Organization, 2014) . The Fifth Plan promises that "there will be improved postvention support for carers, families and communities affected by suicide" (Department of Health, 2017, p. 25) .
The voices of people bereaved by suicide have been included in the development of the Strategic Framework for Suicide Prevention in NSW 2018 -2023 (Mental Health Commission of NSW, 2018 . Postvention programs and services which are "codesigned, inclusive, coordinated and integrated" (Mental Health Commission of NSW, 2018, p. 11) are included under one of the five goals of the Framework, along with suicide prevention and intervention initiatives. The Framework's Priority Area 2 involves strengthening the community response to suicide and points out to the needs of communities to be able to respond to people bereaved by the death. People bereaved by suicide may be at increased risk of suicide themselves and require timely and effective support, such as grief counseling and advice on how to find relevant services. Promotion of "communitybased postvention support, tools and resources for families and communities" (Mental Health Commission of NSW, 2018, p. 26) after a suicide is one of the important actions that require immediate attention of the NSW Government. Further, the NSW Framework recognizes the potential of professionalized suicide prevention peer workforce, comprising people bereaved by suicide, in reducing the number of suicides (Mental Health Commission of NSW, 2018).
Postvention Services
It has long been recognized that people bereaved by suicide have diverse psychosocial and health needs (Shneidman, 1973) and effective postvention, i.e., suicide bereavement support, is seen as a major public and mental health challenge. Andriessen (2009, p. 43 ) defined postvention as: "those activities developed by, with, or for suicide survivors, in order to facilitate recovery after suicide, and to prevent adverse outcomes including suicidal behavior."
Since the 1960 various forms of postvention services and support programs have been developed. These include group support, grief counseling, outreach by agencies, and online support . Some postvention programs are focused on specific settings, such as schools (Cox et al., 2016) , workplaces (Spencer-Thomas and Stohlmann-Rainey, 2017), and faith communities , while other initiatives aim to provide support to the broader community (Andriessen et al., 2017c) . Historically, most postvention services were initiated by the bereaved people themselves, followed by involvement of professionals (Farberow, 2001) . Originally scarce, in recent years, progress has been made regarding the availability of postvention services both internationally and in Australia (https://postventionaustralia.org/finding-support/;
http:// www.supportaftersuicide.org.au/find-related-organizations) .
Suicide bereavement support groups are the most widely available postvention services. Frequently initiated by people bereaved by suicide, they are often based on the principles of sharing experiences and offering mutual assistance, thereby reducing distress and risk of mental and emotional problems (McIntosh, 2017) . Support groups can be facilitated by survivors, mental health professionals, or a combination of both (McIntosh, 2017) . While "open" groups are ongoing and accept new members, "closed" groups meet for a predetermined number of times with the same participants (Farberow, 2001; McIntosh, 2017) . Some people bereaved by suicide experience emotional (e.g., shame) or physical barriers (e.g., limited availability of services) to contacting a support group. Anticipating such barriers, some organizations have developed an outreach approach in which the service contacts the bereaved person after being notified of a suicide by the police or the coroner's office Mowll et al., 2017) . Such a pro-active approach has a potential to improve the collaboration between first-responders (e.g., police) and suicide bereavement services. It may also decrease the time elapsed between the suicide and the start of support received, though the effect of the outreach approach on the grief process remains unknown (Cerel and Campbell, 2008; Comans et al., 2013) .
The Internet has become a major source of suicide bereavement information and support provided via websites, discussion forums, social media, and online memorials . Compared to face-to-face support, users of online services may have more control over the process and content of the interventions, which may be particularly important for people who feel stigmatized or are reluctant to access other forms of support. However, dropout rates tend to be higher online relative to interventions provided face-to-face (Karyotaki et al., 2015) . As in face-to-face support groups, participants in online forums or groups can share personal stories, which may help to normalize their grief experiences . They can also find and provide empathy, mutual support and hope through the exchange of resources or advice (Schotanus-Dijkstra et al., 2014) .
In some countries, support groups and/or other suicide bereavement services have created national networks or associations, such as the Suicide Loss Division of the American Association of Suicidology in the USA (https://www.suicidology. org/), the Support After Suicide Partnership in the UK (http://supportaftersuicide.org.uk/) (Lascelles et al., 2017) , and Postvention Australia (https://postventionaustralia.org/) (Ceramidas et al., 2017) . There is also increasing international collaboration, for example, through the Special Interest Group on Suicide Bereavement and Postvention of the International Association for Suicide Prevention (https://www.iasp.info/). Some of these organizations have developed guidelines on how to facilitate a support group (World Health Organization and International Association for Suicide Prevention, 2008), or national guidelines for suicide bereavement support (Jordan, 2017) .
Overall, there is a tension between the need for psychosocial services for people bereaved by suicide (Sanford et al., 2016; Pitman et al., 2018) and what is known about their effectiveness (McDaid et al., 2008; Szumilas and Kutcher, 2011; Linde et al., 2017) . Indeed, despite the devastating and lasting effects a suicide can have on people bereaved by suicide, and the number of people affected, little is known about what services and supports are effective. Postvention has been recognized as an important suicide prevention strategy in Australia and worldwide (World Health Organization, 2014; Department of Health, 2017) . Still, most research has been focused on the characteristics of suicide bereavement rather than on effectiveness of interventions (Andriessen, 2014; Andriessen et al., 2017d; Maple et al., 2018) . Our recent systematic review of grief and psychosocial interventions for people bereaved through suicide, which included only controlled studies, found mixed evidence of effectiveness of interventions (Andriessen et al., 2019) . Clearly, further examination of the quality of postvention research, levels of evidence, and potentially effective postvention components, is needed.
Research Questions
This review was designed to answer the following two research questions.
Question 1
Which suicide postvention service models have been shown to be effective to reduce distress in family, friends and communities following a suicide?
Question 2
From the models identified in Question 1, what components of suicide postvention services have been determined to contribute to effectiveness?
We defined "suicide postvention service model" as a "coordinated approach to providing support to people impacted by the death of a family member, friend or person in a network (such as a school, nursing home, workplace, etc.) through suicide." As we were interested in current service models, we focused the review on peer reviewed literature, gray literature and guidelines published over the last 5 years.
METHODS

Peer Review Literature
Search Strategy
We developed the search strategy of this review based on experiences of our team in conducting rapid and systematic reviews (e.g., Krysinska et al., 2018; Andriessen et al., 2019) . In line with the PRISMA guidelines (http://www.prismastatement.org/) (Moher et al., 2009) , we conducted systematic searches of the following databases: Medline, PsycINFO, Embase, and EBM Reviews. All databases were accessed through Ovid. The search string in Medline comprised a combination of MeSH and keywords: (bereavement/ OR bereavement.mp OR grief/OR grief.mp OR mourning.mp) AND (family/OR friends/ OR friends.mp OR acquaintance.mp OR students/OR student.mp OR schools/OR school.mp OR survivor.mp OR suicide survivor.mp) AND (counseling/OR counseling.mp OR intervention.mp OR postvention.mp OR psychotherapy/OR psychotherapy.mp OR support group.mp OR self-help groups/ OR social media/OR social media.mp OR internet/OR internet.mp) AND (suicide/OR suicide.mp OR suicide cluster.mp). We applied the same search string in the other databases using subject headings and keywords.
The search was undertaken in April 2019, was not limited by language, and comprised the years 2014 to 2019. Two researchers (KA, KKr) independently assessed titles and abstracts for eligibility. We resolved any disagreement through discussion. Potentially relevant studies were examined against the inclusion/exclusion criteria. The references of retrieved papers and existing reviews were hand searched to identify additional studies. Figure 1 presents the search and selection process.
Inclusion and Exclusion Criteria
Original studies published in peer-reviewed journals were included if: (1) the study population consisted of people bereaved by suicide, (2) the study applied quantitative, qualitative or mixed-methods, and (3) the study reported data regarding effects of interventions or service delivery to the study population. The review excluded studies: (1) not on suicide bereavement, (2) not providing original data (such as review papers), (3) not reporting on suicide postvention services, and (4) full-text not available (i.e., conference abstract).
Data Extraction
Two researchers (KA, KKr) independently extracted the following data from the selected studies: study reference including author, year and location (country), study design, assessments, sample size, participants' age and sex distribution, participants' relationship to the deceased and time since the bereavement, type (individual, family, group), characteristics and setting of the intervention, outcome measures and names of the instruments used, main outcomes of the study, and study limitations. Any disagreement was resolved through discussion. The data extraction informed the synthesis and report of the data.
Quality Assessment
We assessed the quality of the included studies using two instruments: the (National Health and Medical Research Council, 2009 ) NHMRC Levels of Evidence, and the Quality Assessment Tool for Quantitative Studies (Effective Public Health Practice Project, 1998).
The NHMRC Levels of Evidence comprises six levels of evidence based on the design of the study ( Supplementary Table 1 ) (National Health and Medical Research Council, 2009 ). Systematic reviews of randomized controlled trials (RCTs) are considered the highest level of evidence (Level I). Case series, with post-test or pre-and posttest outcomes are at the bottom of the evidence hierarchy (Level IV). The NHMRC instrument also requires a summary of the body of evidence of five components: evidence-base (e.g., number and quality of the studies), consistency of findings across studies, clinical impact, generalizability of findings, and applicability in the Australian or local context ( Supplementary Table 2 ). Two researchers (NR, KA) independently assessed the levels of evidence, and settled any disagreement through discussion.
The Quality Assessment Tool for Quantitative Studies (Effective Public Health Practice Project, 1998) comprises six components (selection bias, study design, confounders, blinding, data collection methods, and withdrawals and dropouts) which are scored as "strong, " "moderate" or "weak." Complying with the instructions of the instrument, the total rating of a study was "strong" if none of its components were rated "weak." We rated a study as "moderate" if only one of its components was rated "weak, " and rated a study as "weak" if two or more of its components were rated as "weak" (Effective Public Health Practice Project, 1998). In addition, the instrument assesses the integrity of the intervention and analyses (e.g., analysis by intention to treat status). Two researchers (KKr, KA) independently assessed the quality of the included studies and settled any disagreement through discussion.
Gray Literature and Guidelines
Search Strategy
Guidelines are usually defined as information on how something should be done (AGREE Next Steps Consortium, 2017). More specifically, clinical practice guidelines are defined as "systematically developed statements to assist practitioner and patient decisions about appropriate health care for specific clinical circumstances" (AGREE Next Steps Consortium, 2017). As such, guidelines differ from general advice or a list of resources.
We developed a search strategy based on previous experiences of our team (Krysinska and Andriessen, 2010; Krysinska et al., 2018) and indications from the literature (Eysenbach and Köhler, 2002; Morahan-Martin, 2004; Jansen and Spink, 2006) . The searches were conducted in April 2019 in Google Chrome. For each search term we opened a new page using Guest Mode to avoid that browser history affected the results. We used the following search terms: "suicide bereavement support, " "suicide loss support, " "suicide survivor support, " "effective suicide bereavement support, " "effective suicide loss support, " "effective suicide survivor support, " "suicide bereavement service, " "suicide loss service, " "suicide survivor service, " "effective suicide bereavement service, " "effective suicide loss service, " "effective suicide survivor service, " "postvention support, " "postvention service, " "effective postvention support, " "effective postvention service, " "support after suicide, " "help after suicide, " "effective support after suicide, " "effective help after suicide, " "postvention guidelines, " "suicide loss guidelines, " and "suicide bereavement guidelines."
Research regarding how people search for health-related information on the Internet shows that most people only access links provided on the first page (Eysenbach and Köhler, 2002; Morahan-Martin, 2004) , and the proportion of people viewing the first page only, has increased over the years (Jansen and Spink, 2006) . To capture the research on services and guidelines that are readily available to the public, and to be thorough in the gray literature searches, we retained the results of the first two pages per search term. As such, the searches aimed to identify as many research publications and best-practice guidelines as possible, while confining the leads to a manageable number.
In addition to the Google Chrome searches, we consulted the following national repositories of suicide prevention resources in English-speaking countries: The Suicide Prevention Hub, Australia (https://suicidepreventionhub.org.au/), National Office for Suicide Prevention, Ireland (https://www.hse.ie/ eng/services/list/4/mental-health-services/nosp/), Support After Suicide Partnership, UK (http://supportaftersuicide.org.uk/), Suicide Prevention Resource Center, USA (https://www.sprc. org/resources-programs), Centre for Suicide Prevention, Canada (https://www.suicideinfo.ca/), Mental Health Foundation, New Zealand (https://www.mentalhealth.org.nz/). Two researchers (KKo, KA) independently assessed the leads for eligibility. Any disagreement was resolved through discussion and/or involvement of a third researcher (KKr). Figure 2 summarizes the search and selection process for the gray literature.
Inclusion and Exclusion Criteria
We adapted the inclusion and exclusion criteria of the peerreviewed literature (above) to the search of the gray literature. Studies in webpages were included if: (1) they reported on a study population consisting of people bereaved by suicide, (2) the study applied quantitative, qualitative or mixed-methods, and (3) reported data regarding effects of interventions or service delivery to the study population. The review excluded studies:
(1) not on suicide bereavement, (2) not providing original data of effects of interventions (e.g., presenting case histories or description of services), (3) not reporting on suicide postvention services (e.g., webpages limited to written resources, links, or referral addresses), and (4) invalid links.
The gray literature review included guidelines published since 2014 if: (1) they self-identified as "guidelines" and/or (2) comprised a structured set of statements on how an organization or a service can provide help to individuals bereaved by suicide. The review excluded documents (1) comprising a collection of resources, (2) providing general advice on how to support a person bereaved by suicide or self-care information for the bereaved.
Data Extraction
The gray literature search did not identify any studies not previously identified through the peer-review literature searches. Based on the criteria provided in the "Appraisal of Guidelines for Research and Evaluation II" instrument (AGREE Next Steps Consortium, 2017), two researchers (KA, KKr) independently extracted the following data from guidelines included in the review: reference including title, author, year and location (country), target users, target population, whether objectives and methods of development were described, if target users were involved in the development, whether the evidence-base of the guidelines and the theoretical model of postvention were described, and whether key recommendations or sample material, such as templates, were included. We resolved any disagreement through discussion. The data extraction informed the synthesis and report of the data.
RESULTS
Study Characteristics
Eight papers published since 2014 met the inclusion criteria and were included in the review ( Table 1) . Two studies were conducted in Australia (Visser et al., 2014; Peters et al., 2015) , two in the USA (Supiano et al., 2017; Zisook et al., 2018) , two in Belgium (Wittouck et al., 2014) (including one also conducted in the Netherlands, Kramer et al., 2015) , and one in Korea (Cha et al., 2018) and Italy (Scocco et al., 2019) , each. There were two RCTs (Wittouck et al., 2014; Zisook et al., 2018) , two pre-and post-designs without control group (Kramer et al., 2015; Scocco et al., 2019) , two prospective designs without control groups (Supiano et al., 2017; Cha et al., 2018) , and two retrospective descriptive, cross-sectional studies (Visser et al., 2014; Peters et al., 2015) .
Seven studies (Visser et al., 2014; Wittouck et al., 2014; Kramer et al., 2015; Peters et al., 2015; Supiano et al., 2017; Zisook et al., 2018; Scocco et al., 2019) focused on adult populations, and one on young people (high school students) (Cha et al., 2018) . While some studies (e.g., Supiano et al., 2017; Zisook et al., 2018) included older adults, no study specifically focused on them. Apart from the study of Cha et al. (2018) , female participants outnumbered male participants, with the proportion of female participants ranging from 80 to 91%. The study populations consisted mainly of first-degree family members (Visser et al., 2014; Wittouck et al., 2014; Kramer et al., 2015; Peters et al., 2015; Zisook et al., 2018; Scocco et al., 2019) , though most studies also included other relatives and/or non-relatives (Visser et al., 2014; Wittouck et al., 2014; Kramer et al., 2015; Cha et al., 2018; Zisook et al., 2018; Scocco et al., 2019) . Time since loss in study participants varied considerably between studies, ranging from 1 week (Cha et al., 2018) to between 3 months and 30 years (Scocco et al., 2019) . Reported mean time since loss ranged from M = 9.8 months (SD 5.7) (Wittouck et al., 2014) to M = 5.96 years (SD 3.7) (Peters et al., 2015) .
The interventions were conducted in a variety of settings: clinical (Wittouck et al., 2014; Supiano et al., 2017; Zisook et al., 2018) , community-based (Visser et al., 2014; Peters et al., 2015) , residential (Scocco et al., 2019) , school (Cha et al., 2018) , and online (Kramer et al., 2015) . Three studies involved a group intervention (Wittouck et al., 2014; Peters et al., 2015; Supiano et al., 2017) , three studies an individual intervention (Visser et al., 2014; Kramer et al., 2015; Zisook et al., 2018) , and two studies a combination of group and individual interventions (Cha et al., 2018; Scocco et al., 2019) . Two interventions were described as manualized (Supiano et al., 2017; Zisook et al., 2018) . Three interventions targeted individuals early in the grief process (Visser et al., 2014; Wittouck et al., 2014; Cha et al., 2018) . Duration of intervention and the timing of participant assessment varied considerably between studies, ranging from assessment shortly after the intervention (e.g., Peters et al., 2015; Scocco et al., 2019) to assessment at 12-months follow-up (Kramer et al., 2015) .
Studies differed regarding outcomes measured and instruments used. Most studies applied mental health measures, three studies (Visser et al., 2014; Kramer et al., 2015; Zisook et al., 2018) measured suicidality, and three studies did not assess grief (Visser et al., 2014; Peters et al., 2015; Scocco et al., 2019) . No single measure was used in more than one study.
Study Quality Assessment
Tables 2, 3 summarize the rating of the reviewed studies according to the NHMRC levels of evidence (National Health and Medical Research Council, 2009 ). There were two level II studies, two level III-3 studies, and four level IV studies ( Table 2) . Looking at the five components in detail, three were rated as "poor" (evidence-base, consistency, and clinical impact), and two were rated as "satisfactory" (generalizability and applicability) ( Table 3) . Table 4 summarizes the study quality according to the six components of the Quality Assessment Tool for Quantitative Studies (Effective Public Health Practice Project, 1998). The overall study quality was weak. One study received a rating of "strong" on four components (Wittouck et al., 2014) , one study on three components (Zisook et al., 2018) , and one study on two components (Supiano et al., 2017) . The other studies were rated "strong" on only one component (Visser et al., 2014; Kramer et al., 2015; Peters et al., 2015; Cha et al., 2018; Scocco et al., 2019) . Selection bias, blinding, and withdrawals and dropouts were the weakest components across studies. Two studies used randomized designs (Wittouck et al., 2014; Zisook et al., 2018) ; however, no studies reported the use of an intentionto-treat analysis. All studies appeared to have used valid and reliable measures. However, it is unknown if studies measured consistency of intervention (except for Supiano et al., 2017 and Zisook et al., 2018) and controlled for effects of other treatments (for example, by a family doctor) which participants might have been receiving.
Guidelines Characteristics
The gray literature searches identified 12 guidelines published since 2014 ( 
Research Question 1
Research Studies (N = 8)
Research studies have found little evidence of effectiveness of interventions. Only five studies reported a positive outcome of their intervention (Visser et al., 2014; Kramer et al., 2015; Supiano Cha et al., 2018; Zisook et al., 2018) . A schoolbased intervention (Cha et al., 2018) and two intensive grief psychotherapy programs (Supiano et al., 2017; Zisook et al., 2018) found improvement in grief scores, including complicated grief (Zisook et al., 2018) . School-based intervention (Cha et al., 2018) and an online support forum (Kramer et al., 2015) reported an improvement in mental health scores. A community-based crisis intervention program and an intensive grief therapy program reported decreases in suicidality (Visser et al., 2014; Zisook et al., 2018) . In contrast, other measures in these studies, as well as the measures in the other studies (Wittouck et al., 2014; Peters et al., 2015; Scocco et al., 2019) , including one RCT (Wittouck et al., 2014) yielded mixed results regarding grief, mental health or suicidality. Hence, while some evidence is emerging, this review found little evidence of effective models of postvention service delivery.
Guidelines (N = 12)
Most guidelines (n = 7) focused on postvention activities in school or college ( others focused more widely from preparations for potential suicides to ongoing support and monitoring. Also considered were the importance of (social) media and use of language. The most comprehensive examples would include "After a suicide: A toolkit for Schools" (American Foundation for Suicide Prevention, 2018), "Responding to suicide in secondary schools: A Delphi Study" (Headspace School Support, 2015) , and "Suicide postvention guidelines" (Department for Education and Child Development, 2016). The remaining five guidelines (Survivors of Suicide Loss Task Force, 2015; California Mental Health Services Authority, 2016; New York City Fire Department, 2016; Public Health England, 2016; Australian Institute for Suicide Research and Prevention, 2017) were diverse with four focusing on postvention in the wider community (such as "After rural suicide, " California Mental Health Services Authority, 2016) , and one targeting a specific workplace (fire fighters) (New York City Fire Department, 2016) . Three guidelines focused mainly on postvention service delivery: "Support after a suicide: A guide to providing local services" (Public Health England, 2016) provided a general overview; "Postvention Australia guidelines" (Australian Institute for Suicide Research and Prevention, 2017) , concentrating on principles of postvention service provision for different organizations; The "US National Guidelines" (Survivors of Suicide Loss Task Force, 2015) provided an extensive literature review and a set of strategic directions. These three guidelines adopted a theoretical model of postvention service delivery, based on a public health approach (Survivors of Suicide Loss Task Force, 2015; Public Health England, 2016 ; Australian Institute for Suicide Research and Prevention, 2017) .
Research Question 2
Given the limited evidence found in the research studies included in this review, one must be cautious in identifying components that may have contributed to effectiveness of interventions. However, some potentially effective components are highlighted here. These can be understood in the context of a public health approach to postvention, as described in some of the guidelines (Survivors of Suicide Loss Task Force, 2015; Public Health England, 2016; Australian Institute for Suicide Research and Prevention, 2017) .
Level of Support
In studies showing evidence of effectiveness there is a distinction between help offered to all individuals bereaved by suicide and help for those with higher levels of grief or mental health symptoms. Cha et al. (2018) distinguished between educational support for all bereaved students and a psychotherapeutic approach to those with high bereavement-related symptoms. Visser et al. (2014) distinguished between face-to-face early outreach to all suicide bereaved individuals and referral to treatment as needed, and Supiano et al. (2017) and Zisook et al. (2018) offered manualized intensive grief therapy to individuals with high levels of grief symptoms.
Peer Support and Involvement
Qualitative data reported by participants in online discussion forums (Kramer et al., 2015) and a community-based program (Peters et al., 2015) pointed to the importance of finding recognition of one's grief, sharing experiences, and providing and receiving peer-support. Also, the positive effects found in a residential treatment program might be attributed, at least partly, to the social support experienced during the residential stay (Scocco et al., 2019) .
Grief Focus
Another common factor of the effective interventions seems a focus on the grief of the individuals bereaved by suicide. While this seems obvious, three studies did not measure grief in participants (Visser et al., 2014; Peters et al., 2015; Scocco et al., 2019) . Correspondingly, three guidelines described their theoretical model of postvention (Survivors of Suicide Loss Task Force, 2015; Public Health England, 2016 ; Australian Institute for Suicide Research and Prevention, 2017), i.e., public health models taking into consideration the notion of a continuum of survivorship (i.e., needs of help of the bereaved individuals may differ depending on the experienced level of impact of the suicide). The US national postvention guidelines (Survivors of Suicide Loss Task Force, 2015) were based on the framework used by the US National Strategy for Suicide Prevention (U.S. Department of Health and Human Services, 2012), comprising universal, selective, and indicated strategies, and research and evaluation. The UK Support after a Suicide guidelines (Public Health England, 2016 ) also referred to the public health model developed by the UK national suicide prevention strategy. It differentiates four levels of help that are offered to all the bereaved by suicide, to those in need of social support, to those who are strongly affected, and those who need specialized psychotherapy. Also the Postvention Australia guidelines (Australian Institute for Suicide Research and Prevention, 2017) adopted a similar fourlevel model of service delivery. Table 6 summarizes these three models (Survivors of Suicide Loss Task Force, 2015; Public Health England, 2016; Australian Institute for Suicide Research and Prevention, 2017) . It is understood that the number of bereaved people is largest in the lowest level (universal interventions) and smallest in the top level (indicated interventions). Together these guidelines also stress the need for training of service providers and rigorous surveillance, research and evaluation of interventions and service delivery.
Of note, the guidelines that did not refer to a theoretical model of postvention, such as the school-oriented guidelines (Higher Education Mental Health Alliance, 2014; Headspace School Support, 2015; Department for Education and Child Development, 2016; Active Minds, 2017; National Center for School Crisis and Bereavement, 2017; American Foundation for Suicide Prevention, 2018; Centre for Suicide Prevention, 2019) seem mostly based on a crisis intervention model, including immediate response after a suicide, follow-up and referral of at-risk students, and links with external services. Such crisis intervention approaches can be incorporated in a larger public health approach. 
DISCUSSION
Discussion of Main Findings
This review was concerned with support for people bereaved by suicide and addressed the following two questions: (1) Which suicide postvention service models have been shown to be effective to reduce distress in family, friends and communities following a suicide? (2) From the models identified in question 1, what components of suicide postvention services have been determined to contribute to effectiveness? A thorough search of the peer-reviewed and gray literature identified eight studies (Table 1 ) and twelve guidelines ( Table 5) published since 2014. Overall, the studies included in this review involved diverse populations, settings, interventions, and measures, limiting the comparability of the findings. Most studies lacked a control group (Visser et al., 2014; Kramer et al., 2015; Peters et al., 2015; Supiano et al., 2017; Cha et al., 2018; Scocco et al., 2019) , and overall study quality was weak. Still, five interventions resulted in positive outcomes regarding grief (Supiano et al., 2017; Cha et al., 2018; Zisook et al., 2018 ), mental health (Kramer et al., 2015 Cha et al., 2018) , and suicidality (Visser et al., 2014; Zisook et al., 2018) . The reviewed guidelines hold promise to inform and support suicide postvention services. However, except for three guidelines (Survivors of Suicide Loss Task Force, 2015; Public Health England, 2016; Australian Institute for Suicide Research and Prevention, 2017), all documents lacked a theoretical background, and no evaluations have been reported.
As this review was limited to publications since 2014 it is useful to consider additional evidence from earlier publications. A recent systematic review of effectiveness of controlled studies of interventions for people bereaved by suicide identified 11 studies published between 1984 and 2018 (Andriessen et al., 2019) . That review found some evidence of effectiveness on grief outcomes of an 8-week support group program facilitated by a mental health professional and a trained volunteer (Farberow, 1992) . A study comparing effects of a professionally led group psychotherapy and a social group program for widows bereaved through suicide found that grief symptoms reduced in the therapy group (Constantino and Bricker, 1996) , although effects did not differ in a larger replication study (Constantino et al., 2001) . A study comparing the effects of a death-related writing task intervention with a neutral writing task control condition yielded a significant reduction in grief levels in both groups, but more in the intervention group than in the control group (Kovac and Range, 2000) .
Regarding psychosocial outcomes, the previous review (Andriessen et al., 2019) found that a 10-week psychologistfacilitated group therapy program for children reduced anxiety and depression but not posttraumatic stress of social adjustment at 12-weeks follow-up (Pfeffer et al., 2002) . A psychoeducational component for parents may have contributed to the positive effects. A study of a series of three church-based support meetings following a suicide in the community found modest positive effects in the intervention group in terms of greater self-efficacy, social acceptance and job competency, up to 2 months after the intervention (Sandor et al., 1994) . Together these studies suggest that social support in the community (Sandor et al., 1994) , and a professionally led (with involvement of trained volunteers) support group or therapy group program for adults (Farberow, 1992) and for children (Pfeffer et al., 2002) might be helpful.
The components that might have contributed to positive effects of interventions in this review, were concerned with the different levels of grief or distress experienced by the bereaved, which is in line with public health models of postvention service delivery ( Table 6) . For example, informal, social support could be beneficial for all bereaved (Scocco et al., 2019) . Those who are affected by suicide without symptoms of posttraumatic stress could benefit from an educational approach (Cha et al., 2018) . Peer support, mutual recognition and sharing might be helpful for those mildly affected (Kramer et al., 2015) , while those highly distressed and/or at-risk of disordered grief or ill mental health might benefit from specialized psychotherapy (Supiano et al., 2017; Zisook et al., 2018) .
The recent systematic review identified additional potentially effective ingredients (Andriessen et al., 2019) . The involvement of trained volunteers who serve as positive role models and peer supporters along mental health professional might contribute to effectiveness of support or therapy group effectiveness (Farberow, 1992) . Pfeffer et al. (2002) suggested that psychoeducation of parents contributed to the effect of the intervention for bereaved children, as it enabled them to better support their children. Similarly, involvement of the wider community might contribute to the effectiveness of an intervention (Sandor et al., 1994) . Also, it seems beneficial to deliver interventions over time (e.g., over 8-10 weeks) (Farberow, 1992; Pfeffer et al., 2002) or to use manuals or guidelines for the intervention (Kovac and Range, 2000; Pfeffer et al., 2002; Supiano et al., 2017; Zisook et al., 2018) . Overall, grief specific interventions seem to yield stronger effect than interventions targeting other outcomes (Andriessen et al., 2019) .
Most guidelines, especially school-based guidelines (Higher Education Mental Health Alliance, 2014; Headspace School Support, 2015; Department for Education and Child Development, 2016; Active Minds, 2017; National Center for School Crisis and Bereavement, 2017; American Foundation for Suicide Prevention, 2018; Centre for Suicide Prevention, 2019) are based on a crisis intervention approach. Callahan (1996) reported that an isolated school crisis intervention after a suicide might result in iatrogenic effects, such as increased distress and attempted suicide in students. Also, student suicide has a strong impact on school staff, who often feel ill-equipped to deal with it (Kõlves et al., 2017) . Hence, it is recommended that school interventions are embedded in a whole-school approach, including suicide prevention and postvention training (Mackesy-Amiti et al., 1996; Robinson et al., 2016) , and collaboration with specialized community mental health services (Rickwood et al., 2018) .
Given that postvention is considered an important aspect of suicide prevention in Australia (Department of Health, 2017; Mental Health Commission of NSW, 2018) and internationally (World Health Organization, 2014), it seems logical to apply the same public health models to suicide postvention and prevention alike (Andriessen and Krysinska, 2012; World Health Organization, 2012) . For example, the stepped-care model incorporated in the Fifth National Mental Health and Suicide Prevention Plan (Department of Health, 2017) fits well with the postvention models presented in the guidelines ( 
Limitations
Regarding evidence from research, important gaps exist regarding effectiveness of interventions for different age and gender groups of the bereaved individuals. Only one study targeted young people (Cha et al., 2018) , no study specifically focused on older adults, and men are underrepresented in almost all studies (Visser et al., 2014; Wittouck et al., 2014; Kramer et al., 2015; Peters et al., 2015; Supiano et al., 2017; Zisook et al., 2018; Scocco et al., 2019) . No study addressed Indigenous populations.
Only one study evaluated the effectiveness of help offered through the Internet (Kramer et al., 2015) . Given the omnipresence of the Internet and social media, more research in this area could identify potentially effective postvention interventions and their components. Also, only one study addressed early outreach (Visser et al., 2014) and the effect of this approach on suicide bereavement remains unclear. Further, while two psychotherapy studies reported positive findings (Supiano et al., 2017; Zisook et al., 2018) , one psychotherapy RCT failed to find evidence of effectiveness in comparison to the control group (Wittouck et al., 2014) .
Due to lack of control groups, little is known of effectiveness of potentially effective components, such as psychoeducation, finding recognition of one's grief, sharing experiences and receiving/providing peer support. While suicide bereavement support groups are widely available, no study in this review examined their effectiveness. Moreover, many services for people bereaved by suicide have been founded by the bereaved themselves. However, it is unknown if these services are now more accessible to bereaved individuals than statutory services. The studies and guidelines included in this review involved both types of services. There may also be differences across countries. A future study might shed light on similarities or differences in service delivery according to the type of organization.
All the reviewed guidelines have great potential to inform, support, and complement existing services. Nevertheless, there is a need to evaluate their implementation and effectiveness. Inclusion of target groups and service providers in guideline development should ensure the feasibility and acceptability of guidelines. Adopting a theoretical (e.g., public health) model of postvention, training of service providers, and scientific evaluation of guidelines should maximize their impact and efficacy.
CONCLUSIONS
This review found limited evidence of effectiveness of postvention interventions and service delivery, mainly due to a relative shortage of research, particularly high-quality research involving control groups. Systematic searches of the peer-reviewed and gray literature identified eight research studies reporting on a variety of individual and group interventions, and 12 guidelines targeted at schools or the wider community. While this review identified serious gaps in the knowledge, it also identified several potentially effective components of postvention, such as involvement of trained volunteers/peers, and focusing the interventions on the grief. Adopting a public health framework for postvention service delivery offers the opportunity to tailor support to bereaved individuals according to the impact of suicide on their lives. This can range from information and awareness raising targeting all people bereaved by suicide to specialized psychotherapy for those bereaved people who experience high levels of grief and symptoms of poor mental health. Such a framework might also align postvention with suicide prevention and mental health programs.
